By A. RALPH THOMPSON, Ch.M., F.R.C.S. THE following cases have been seen by me at Guy's Hospital, the Victoria Hospital for Children, and elsewhere. They form the basis of the paper. Urachal Epispadias without separation of the pubes.
Male 1 1 Hypospadias with bifid scrotum.
Males 2 2
Hypospadias, perineal.
Hypospadias, scrotal.
Hypospadias, ]esser degrees. The last three conditions will form the basis of a future paper, and will not be considered now. I submit, first, that there is a bad nomenclature in connection with these cases, especially in the use of the term " epispadias" which, as is indicated in the above list, comprises two totally distinct conditions; secondly, that there is much more normal anatomy present in cases of congenital deformity of the lower urinary tract than is generally recognized; thirdly, that there is a good deal of wrong treatment by surgeons of some of these cases, and that a hopeless attitude is adopted by many medical men in their conception of these conditions. Urachal fistula.-Of this condition I know nothing first-hand, but I gather that it is not associated with any separation of the two pubic bones. None of the degrees of hypospadias, except an entirely anomalous one, show any such separation of the pubic bones.
Epispadias with separation of the pubic bones.-In cases of ectopia vesice and of epispadias with separation of the pubes occurring in the male, there is a groove which runs along the dorsum of the penis from near the bladder to the end of the penis. There is also an inverted hooded prepuce. Now I submit that this groove does not represent the urethra at all. With the wide separation of the pubes and the diastema of the recti abdominis, and the partial or complete slit in the bladder wall, it is reasonable to suppose that the phallic eminence is developed as a double eminence, and thus (which was the fact in one of my cases) there may be present a double penis. 1 believe that the groove on the dorsum of the penis is simply a groove formed by the protuberance of the two corpora cavernosa, one on each side, which form the main bulk of the organ. This conception is important.
With ectopia vesicie, and the form of epispadias that is associated with separation of the pubes, there is no control over the flow of urine, and in the latter case there is no object, except for a3sthetic reasons, in trying to construct a tube out of the groove on the dorsum of the penis. The construction of a tube will not improve the incontinence, and stasis of urine may take place in the tube, and leave the patient worse than he was before the operation.
I now put forward the second point, namely, that there is much more normal anatomy present in the cases of ectopia vesicse and the form of epispadias which is associated with separation of the pubes, than is commonly recognized. I have notes of a case of a male infant, who had an ectopia vesicae. The bladder was reconstructed, and there remained after the operation a small hole above the pubes, through which urine leaked away without any control over the flow. He developed a stone in the bladder. I tried to scrape the calculus away from the bladder, but realized that this method of removal was not a good one. Whilst examining the patient more AUG.-UROL. 1 completely, I found that the stone was projecting in the perineum in front of the scrotum. I cut down on the tip of the stone, and removed it with great ease.
The stone is exactly of the shape of a normal base of the bladder, and prostatic portion of the true urethra, and may be considered as forming a cast of this region.
With this knowledge the next case is very interesting. It is that of a boy, aged 14, who had been operated upon by Mr. Pardoe many years ago. He had an epispadias associated with wide separation of the two pubic bones. Mr. Pardoe had constructed a tube on the dorsum of the penis, and through this tube the urine leaked away without any control being exercised by the patient over the flow. He was in a very miserable condition, and was precluded from doing anything in the way of earning money. I had a metal bougie perforated by two canals at the tip.
These canals crossed one another at right angles. Thus the bougie had four holes at the tip. The instrument was introduced into the bladder through the tube on the dorsum of the penis, and was turned round, without any straining at all, into the perineum in front of the scrotum. Catgut sutures were then placed through the skin, and the canals in the tip of the bougie, and must, therefore, have passed through mucosa as well as subcutaneous structures. The sutures were looped up and cut in half and tied. The tip of the bougie was then cut down upon. The incision was made very deliberately, and as the parts were exposed a very good dartos muscle came into view, also as the incision was deepened, a very good bulb of a true urethra, as well as an excellent ejaculator urinae. After the bougie had been cut down upon, a normal neck of a true urethra was exposed, and the mucosa of this portion of urethra was sutured to the skin. The tube on the dorsum of the urethra was ligatured subcutaneously. The boy passed water through the perineal opening. Within three days of the operation he had acquired control over the flow of urine, and was very pleased with his condition. A few days later the old dorsal opening on the penis broke down, and he passed water through it rather than through the perineal opening, but the astonishing thing is that he now had control over the flow of urine through this opening. He did not pass any water through the perineal opening, and owing to some lack of watchfulness the wound in the perineum was allowed to close. But even at the end of two years after tne second operation he has complete control over the flow of urine through the tube that was constructed by Mr. Pardoe on the dorsum of the penis. It would appear that the second operation had called into play some muscles that succeeded in controlling the flow of urine from the bladder.
In order that my statement that there is much more normal anatomy present in these cases may be more fully supported by direct evidence, I submit the following case:
Epispadias with separation of the pubes occurs in females as well as males. I have put on record a case of a girl on whom I had operated for epispadias. In this case a portion of the right rectus muscle was brought down and split, and the divided ends of the muscle were placed round the orifice of the epispadias and vagina. The operation was a success in that, immediately after the transplantation of the muscle had been effected, the muscle distinctly contracted when it was tapped with the handle of a knife. Also the girl acquired control and could hold her water for two hours, so that she was able to go to school. But I felt that, with this method of operating, and others of a similar nature that have been adopted, perhaps we were rather marking time till something better should be thought of.
At the beginning of this year an infant girl came under my care with a marked epispadias which was associated with wide separation of the pubic bones. I did not feel disposed to try the rectus operation, as the parts around the orifice of the epispadias and vagina were very thin, and not deep enough to take such a mass of muscle as is implied in transplantation of the lower end of the rectus muscle.
In this case I argued that there might be a similar musculature to those casesin males that I have just recorded, so I made an inverted U-shapel incision adjacent to the vulval orifice, and exposed the erectile tissue of the labium majus and minus. The incision was deepened, and the front parts of the erectile tissue exposed more fully. Then sutures were placed in the erectile tissue, and the divided erectile tissue ends were drawn together. I argued that by so doing, muscular fibres might be brought together and thus a sphincter be formed. However this may be, there is no doubt that the patient has a good deal of control over the flow of urine, and is much better in this respect than she was before the operation.
I submit that these three cases indicate that there is more normal anatomy present in ectopia vesicae and epispadias with separation of the pubes than is recognized at present. Ectopia vesice.-Now let us consider some cases of ectopia vesicEe. There are certainly two types of this condition. There is the complete fistula with a hernia of the intestines pushing the wall of the bladder forward. And there is the complete fistula of the bladder with a solid background, and with this condition there is no hernia of the intestines. For the latter condition I do not see that any operation can be done, unless it be a transplantation of each ureter into the colon, as performed by Sir Harold Stiles. But in the former condition I have had three cases of ectopia vesicse in which I have reconstructed the bladder. In one of these cases I have reason to suppose that the child did acquire some control over the flow of urine, through an opening over the pubic region.
The realization that there is a hernia in some of these cases is important, in that the hernia does in fact keep up the development of the bladder muscle and mucosa. It is interesting to note that an ectopia vesicee becomes actually smaller after the erect attitude has been adopted, owing, I suppose, to the natural tendency of the abdominal muscles to push back the herniated intestines.
I submit that this classification of ectopia vesice, namely, that there are two conditions, one with a hernia and one without, is most important. Operative procedures must be very different for the two conditions. lf the bladder cannot be turned in, it is of no use to try and reconstruct it, and some other operation must be done at once without paying too much attention to a worthless bladder.
So far, then, we have been considering cases of deformity of the bladder, and I now ask you to consider cases of deformity of the urethra.
Deformities of the Urethra.-These may be classified into hypospadias and epispadias without separation of the pubes.
The condition known as hypospadias is that of ill-formed urethra, which as a rule does not open at the end of the penis as in normal people. The classification of cases of hypospadias depends upon the degree. In other words, it depends upon the position of the opening of the urethra. This may be as far back as the posterior part of the perineum, or as far forwards as the glans penis. There is control over the flow of urine. But the stream may be directed downwards, and thus the clothes may be constantly wet. I need not here stress the question of discharge of semen.
A perineal hypospadias may be associated with a bifid scrotum, but the combination does not always occur. Thus I have notes of four cases of perineal hypospadias, but two of these cases were not associated with bifid scrotum. I have not seen a case in which there was an opening on the scrotum itself, but I have seen two cases in which the urethra opened immediately in front of the scrotum.
Lesser degrees of hypospadias also occur, but I do not propose to consider them further at present, except to call your attention to some very mild forms of this condition for which I have coined the expression " Concealed hypospadias."
You will recollect that the urethra is developed from two parts, one a gutter from the bladder, which later becomes a tube, and this meets an ectodermic involution on the glans itself.
Some meatuses show that the very definite lips of the orifice are situated in the lower half only of the hole. Is this the first degree of hypospadias? I mean, is it an indication of a very slight fault in the formation of the meatus?
There is, however, a condition in which, whilst there is an apparently normal opening, it is not so normal as it looks. If the openiing is widened up so as to see inside it, we shall see whilst the ectodermic part is normal, the urethra formed from the aforementioned gutter is only at its back part. There has been just a failure in the two parts meeting. I drew attention to this fact in the Journal of Anatomy in 1918. The urethral orifice may be situated behind the ectodermic involution, and when is situated is found, as a rule, not on the glans but on the corona glandis, or even behind this. Only once have I seen a split fraenum.
Further errors lie between these openings near the glans and the scrotum. Thus we see that any classification must depend upon the degrees of hypospadias.
In none of my cases has there been essential loss of control over the flow of urine.
The great disadvantage of hypospadias is that the abnormal opening of the meatus maybe very small. Thus there may be great difficulty of micturition, and eventually retention may occur, and if this is accompanied by overflow, then there may be lack of control of the flow of urine, but I repeat that there is no essential lack of control in these cases.
Another disadvantage of hypospadias is that it may be of such a degree as to lead to inability on the part of the possessor of such a condition to get his semen into a vagina.
There is yet another disadvantage that I have seen. I recollect a case to which I was summoned in lieu of another surgeon, and the medical man who called me was unable to pass a catheter for retention, ostensibly due to enlarged prostate.
There was an apparently normal opening in the usual position on the glans, but the real opening was situated behind at the level of the corona and was very small, but admitted an instrument easily. The prostate was large, and there was retention.
The prostate was operated upon by another surgeon.
I gather that the operation was not altogether a success, and I have often wondered Very gentle dilatation and very gradual stretching of the pin-point opening had the desired effect, and the condition was cured. This was a glandular hypospadias. Reduplication or even multiplication of the openings must not be forgotten, but I do not propose to raise this question here. It is stated that hypospadias may be associated with a recurved penis when the particular organ is in a state of erection. I am not sure that I have ever seen this. The prepuce is always hooded, in my experience, except in the cases of concealed hypospadias. Now A. B., recently born, was brought to me, first to obtain information as to the sex, and secondly to see if anything could be done for the condition. At first I thought that the sex was female, but I came very quickly to the conclusion that the baby was a boy. The parts were very much swollen, and this rather obscured the condition. There was a very small penis, but the patient did not pass water through the end of the organ but through an opening behind it. There was no obvious vagina, but the opening through which water was passed had rather pouting edges, and this opening was rather on the large side than on the small. Two linear swellings which might have been either labia majora or the two parts of a bifid scrotum were present, one on either side of a groove in which the penis or clitoris lay. When the cedema had gone down, and more normal anatomy was shown, it was clear that the child was a male.
When I came to do a plastic operation for the relief of the condition, and in doing so had converted the bifid scrotum into a single bag, when, too, the penis had grown a little larger, the sex was clearly seen to be male. Moreover, no vagina or uterus could be made out on bimanual examination. There was nothing to be made out which would give us information as to the sex when X-rays were taken of various bones that are supposed to have different dates of ossification in the two sexes, but when the pelvis was examined by means of X-rays it was clear that the pelvis was a male one, and also that the hip-joint showed male characteristics. I saw the boy the other day, and the condition is really excellent after the plastic operation performed four years ago.
In plastic operations for such advanced conditions of hypospadias, it is necessary to get good union, and neat union. The edges of incised mucosa should be carefully joined together and the subcutaneous tissues united with Lembert sutures, the inner end of which should be as near to the edge of the mucosa as possible. I have derived great satisfaction in getting good skin union by using Mr. Edmunds' plan of eversion sutures. I have described this operation in great detail at a previous meeting.
So far then I would summarize my remarks about hypospadias by saying that:
(1) There is no lack of control of the flow of urine in cases of hypospadias. (2) The direction of the stream of urine, and therefore the flow of semen may be downwards, leading in the former case to wet clothes, and in the latter to possible inability to get the semen into a vagina. (3) There may be a very small opening even when the opening is near the glans, and this may give rise to the same trouble exactly as any ordinary case of stricture. (4) Extreme conditions of hypospadias are treated by plastic operations with great success, but the smaller degrees are more difficult. Gradual dilatation of the opening should be practised, or failing this, a small circular piece of skin should be removed from round the opening, and the edges united, thus broadening out the opening, and, when tactfully done, altering the direction of the flow. (5) The condition is not in any way comparable to that of inferior congenital fistula of the bladder or, as it has been called, "epispadias." That is, epispadias of the common variety, but it has considerable affinities with an uncommon form of epispadias, such as I have come across in one case, and for which I propose the name of " true epispadias." I believe that Mr. Swift Joly and Mr. Ogier Ward have also had cases of this nature. The pubes is not split, and there is no essential lack of control over micturition. In Mr. Joly's case there was, I believe, a stricture of the urethra, but in my case there certainly was not any stricture. In my case, however, there was some incontinence, and this may have been associated with a double bend of the urethra.
The patient was a boy, aged 15, with a narrow groove running along the dorsum of the extreme end of the body of the penis, and also the whole of the glans penis.
A catheter was passed and sodium bromide injected into the bladder, and the catheter was plugged, and skiagrams were taken. It was then seen that the catheter was bent twice, and this about two-thirds of the way along the whole urethra. There was a proximal bend to the dorsum of the penis, and almost immediately dorsal to this another bend when the urethra curved round to reach the dorsum of the penis, and run along it, as described. These two bends may have led to a valve action, and led to some of the symptoms of stricture, e.g., incontinence, but I must say that ordinary treatment of the incontinence, viz., injection of increasing amounts of fluid into the bladder, did the boy good in this respect and cured him of his incontinence.
The three cases mentioned by my colleagues, and myself, are the only ones that I have heard of. I have called the condition the uncommon form of epispadias, and I now propose to call it true epispadias. There is in this type of case a true urethra, though an abnormal one. There is in cases of hypospadias also a true urethra. The two conditions must be classified together. They are both congenital deformities of the urethra. The terms " epi " and " hypo " explain themselves.
And now, perhaps, I may venture to assert that the classification of all the conditions becomes simple.
We have to keep the bladder deformities by themselves and we have to isolate the urethral deformities. I think that classification which I propose does so. The bladder deformities may be regarded as congenital fistul8e of the bladder. The urachal fistula becomes the superior congenital vesical fistula. The common form of what has hitherto been called epispadias, i.e., epispadias with separation of the pubes, becomes the inferior congenital vesical fistula, and the condition of ectopia vesicae becomes the complete congenital vesical fistula. The deformities of the urethra are epispadias and hypospadias. In the former condition a true urethra opens on the dorsum of the penis, and in the latter it opens abnormally on the ventral surface of the penis.
To us the important test is clinical. We group together, in the classification that I have proposed, the conditions in which there is essentially a bladder deformity without control over the flow of urine, and the deformities of the urethra in which there is no essential lack of such control.
But perhaps the anatomical distinction is actually more worthy of attention.
We have the analogous conditions of ectopia vesicae and what has hitherto been called epispadias classed together, and with the separated pubes of both these conditions, surely this is important, and we know that the two conditions may run into each other. They are merely degrees of the same condition. The alteration of the classification and nomenclature does not really involve much change, but it does get rid of difficulties.
There are five conditions to be recognized. They are as follows:
(1) Urachal fistula.
(2) Ectopia vesicee.
(3) Common form of so-called epispadias, with separated pubes and lack of control over the flow of urine. (4) Uncommon form of epispadias, in which there is some true urethra, and lack of control over the flow, and no separation of the pubes.
(5) Hypospadias.
There is at present too much of the tendency to group together the last three conditions, and, as a consequence, there is a tendency to perform operations on wrong principles. My proposal is a simple one, and it consists in transferring No. 3 of the above list nearer to No. 2.
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We shall then have a list as follows:
(2) Ectopia vesice.
(3) Common epispadias.
(4) Rare epispadias.
The congenital bladder conditions are grouped together under (1) (2) and (3). The congenital urethral conditions are grouped together under (4) and (5). But, clearly, we cannot keep the term epispadias for a congenital bladder condition, and I propose that these conditions should be numbered exactly as before, but have different names. Thus my classification would be as follows --Congenital deformities of the bladder:
(1) Superior congenital fistula.
(2) Complete congenital fistula.
(3) Inferior congenital fistula.
(4) Epispadias.
(5) Hypospadias. If my hearers will only think accurately about these matters they will appreciate that there is no wrench with the past involved in my classification.
A complaint was made the other day in the columns of the Lancet that there was much confusion in the minds of members of the medical profession as to the future of these cases after plastic operations had been performed. There was even doubt as to whether anything could be done for these conditions at all.
I do not answer from the point of view of an operation. I answer with the belief that there is very much wrong teaching about these conditions, and when there is confusion amongst the teachers there will be ignorance and doubt amongst the taught.
I would, therefore, urge all my readers to think about the matter from the point of view that I have suggested, and boldly alter a wrong nomenclature,ŵhich brings conditions together that have no real connection with each other, and separates things that ought not be parted. Di8cussion.-Mr. CLIFFORD MORSON said that Mr. Ralph Thompson's suggested new nomenclature was very attractive. Two years ago he (the speaker) had shown a boy, aged 2 years, on whom he had performed the so-called " Peter's " operation. The child lived two years afterwards, and there was complete control of micturition by the rectum. The death, two years later, was due to pyelonephritis. Recently there had come under his care a woman, aged 58, with a complete fistula of the bladder. She was operated upon fifty-three years ago at Guy's Hospital by a surgeon whose name she did not remember. Some plastic operation was performed to cure what was regarded as ectopia vesicte, but what Mr. Thompson would call a complete fistula. The operation had been a failure. This woman, for some unlknown reason, had married ten years ago, though she had no control over micturition, and her clothes were constantly wet. No apparatus had ever been worn. The vagina admitted with difficulty a bougie the size of the little finger.
Mr. E. WV. RICHES said that he had had a case which, he thought, should be classified as one of inferior fistula of the bladder.
The patient had come to the V.D. Clinic four years ago, having contracted gonorrhcea, not only of the normal urethra, the opening of which could be seen at the beginning of the glans, but in the sinus which ran up from the dorsum towards the pubes. There w-as a well-marked groove on the dorsum of the glans also. It was a normal urethra, with perfect control, with a groove on the glans, and a sinus leading to the pubes. The gonorrhcea in both places was cured and the patient was then unwilling to come up for much investigation, but he came once, and was examined by X-rays. There was seen to be some separation of the pubes, with a small boss on each side of the symphysis. The sinus on the dorsum, when injected with lipiodol, led about 1i in. towards the pubes but did not go into the bladder at all.
AUG.-UROL. 2 I He regarded the condition as a closed inferior fistula of the bladder, despite its lack of communication with that viscus. Mr. H. P. WINSBURY-WHITE said, with regard to hypospadias, that recently he had had a case-in a boy, aged 4 years-in which the urethral opening was at the junction of penis and scrotum. He had always been interested in Bucknall's operation, though he had not previously had the opportunity of carrying it out. In the case to which he was referring he had intended employing it to remedy the defect; but only last year he saw reported in an American paper, with illustrations, a case in which a ball of hair had accumulated in the urethra some years after puberty and in which the Bucknall operation was done. After reading that, he concluded that it would not be a proper procedure to carry out in his case. Therefore what he did was, first, to transplant the foreskin to the front of the scrotum, so that the mucous surface of this structure would ultimately replace the floor of the missing urethra instead of the median raphe of the scrotum as in Bucknall's operation. The operation, under these conditions, took longer, two extra stages, in fact, but ultimately there was a complete urethra, with a mucous aspect, and he hoped the result would be satisfactory in the future. The only important disability to a child with hypospadias was a potential one with regard to married life later on. It seemed there was a good channel leading right up to the normal site of the external urinary meatus, and there was every reason to hope that the prospect of any disability in the future had been obviated.
He had had another case, that of a child aged 3 years with glandular hypospadias who was brought to him because of enuresis and marked frequency. There was also considerable atresia of the external urinary meatus which was not much more than the size of a pin-head. He did not adopt Mr. Ralph Thompson's method of doing a plastic operation, but did what he had done in most cases of this kind, namely, performed a meatotomy, and kept the meatus open by regular intermittent dilatation. As time went on the necessity for dilatation became less and less. He was hoping that no further treatment would be necessary. The important point, however, was that the enuresis and frequency had completely disappeared. Formerly the child had been wetting the bed every night, and during the day be had micturated every twenty minutes. It was now six months since the operation, and a month ago he, the speaker, passed a sound to ascertain whether the potency of the meatus was maintained, and he was satisfied that it was so.
Mr. F. M. LOUGHNANE asked Mr. Thompson whether, in cases of inferior vesical fistula, in which he had operated and had cured the fistula and still the patients had no control, he had attempted the American operation of transplanting the gracilis muscle. He (Mr. Loughnane) had done it six times for women who had incontinence and had previously been treated in other ways without cure. In all the cases upon which he had operated there had been some success; in one case there was not much benefit, but in three the success was complete; there had been no further wetting of the clothes, and the women could hold about. fifteen ounces of urine. He was speaking to one doctor last week who told him of a case upon which he (Mr. Loughnane) had operated three years ago and reported that there was now no trouble.
Mr. RALPH THOMPSON (in reply) said he was sure it was not uncommon, in rare forms of epispadias, to find the kind of opening referred to by Mr. Riches.
Bucknall's operation he regarded as a very good one in certain cases. If electrolysis was used for the destruction of hairs elsewhere, he did not see why it should not be employed for destroying hairs which might form in the urethra. The point in the case referred to was that the patient should have been looked after in the time following the operation, then the formation of hairs in the urethra could have been prevented.
He was grateful to his hearers for having so readily agreed with the names he suggested for several conditions; he hoped this agreement was a promise that the suggested reform might be considered by the authors of textbooks.
His object had been not so much to refer to successful cases as to obtain a real classification. He did not think isolated record of successful cases would be of use until there was such a classification; moreover, for each successful case recorded there might be fifty unsuccessful cases not recorded.
With regard to the case of meatotomy to which Mr. Winsbury-White had referred, he (the speaker) would say that the patient had had incontinence with overflow. He did not.. like cutting the white line round the meatus. Incidentally, he objected to a bougie being called a sound.
